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Adriana Gomes Luzc, Carlos Fernando Collaresd, and Eliana Amaralc
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ABSTRACT
Construct: The Communication Assessment Tool (CAT) is a 14-item instrument developed in
English to assess medical trainees’ interpersonal communication skills from the patient’s per-
spective in clinical settings. Background: Using validated instruments and simulated patients
constitutes good practice in assessing doctor-patient communication. The CAT was designed
for use in real practice, but has not yet been applied to assessing OB-GYN residents’ delivery
of bad news in Objective Structured Clinical Examination (OSCE) stations. This study aims to
provide validity evidence for using the CAT to assess residents’ interpersonal communication
skills under difficult circumstances in a simulated clinical setting in Brazil. Approach: Cross-
cultural adaptation comprised translation into Portuguese, synthesis of translations, and
back-translation. Next, a committee of 10 external and independent experts rated the items
for linguistic equivalence and relevance to the overall scale. Researchers used the expert rat-
ings to produce a preliminary Brazilian-Portuguese version. This version was applied by four
simulated patients to assess 28 OB-GYN residents completing two, 10-minute OSCE stations
focused on delivering bad news. Item and scale content validity indices and internal-consist-
ency reliability were calculated. Simulated patients were interviewed to clarify any doubt
regarding the content and usability of the tool and their response process. Findings:
Thirteen of the 14 items in the Brazilian-Portuguese version were considered “equivalent” by
at least 70% of the experts. All items were considered relevant by 100% of the experts. The
Item Content Validity Index ranged from .9 to 1, and the Scale Content Validity Index was
.99. The instrument showed good reliability for both scenarios (Cronbach’s alpha> .90).
Simulated patients considered the CAT easy to understand and complete. Conclusions: This
study provides validity evidence for using the Brazilian-Portuguese CAT in a simulated clin-
ical environment to assess OB-GYN residents’ delivery of bad news. Based on this study’s
findings, the OB-GYN Department organized an annual formative assessment for residents
to improve their interpersonal communication skills. This version of the CAT may also be
applicable to other specialties.
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cross-cultural adaptation;
validation; communication
skill; medical education;
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Introduction
Effective communication among health professionals,
patients, and their families is recognized as a core
aspect of quality health care.1 Studies have shown that
improving doctor-patient communication is directly
related to better outcomes,2 greater adherence to treat-
ment,3 greater satisfaction and reduction in malprac-
tice complaints,4 and improved patient safety, as well
as reduction in errors.5 Doctors who use communica-
tion skills (CS) effectively identify patients’ problems
more accurately, improve their own wellbeing, and
have greater job satisfaction and less work stress.6
In light of these findings, global consensus recom-
mends that teaching CS should be extended to all
levels of medical training, including tasks and skills of
the clinical interview.7,8 Accordingly, since 2001, the
Brazilian Curriculum Guidelines for Undergraduate
Medical Education have included CS as an educational
objective. To strengthen the acquisition of CS, repeated
opportunities of assessment and feedback are recom-
mended throughout vocational training.8 Assessment of
CS should include the patient’s perspective, using
Objective Structured Clinical Examination (OSCE) or
workplace-based assessment.9
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There are several tools available to assess CS. The
Communication Assessment Tool (CAT) is a 15-item
scale developed by Makoul et al. to assess doctors’
interpersonal communication skills from the patient’s
perspective in clinical settings.10 It is either self-
administered or administered by an interviewer.
Psychometric study has shown that the CAT has very
high reliability (Cronbach’s alpha ¼ .96) and is unidi-
mensional.10 Differential item functioning analyses
revealed that the CAT score was not affected by
examinees’ sociodemographic and clinical characteris-
tics.10 A 14-item version of the CAT also exists, which
is tailored for medical students and residents.10 This
version focuses only on physician CS and omits the
item related to respectful treatment of the patient by
the doctor’s staff. Since 2009, this version has been
recommended by the Accreditation Council for
Graduate Medical Education (ACGME) to assess med-
ical residents in the USA.11
In the original study, Makoul et al.10 reported data
for the CAT from 38 doctors in different medical spe-
cialties. Following this, various residency programs
such as family medicine,12,13 internal medicine,14 and
general surgery15 reported its use in clinical environ-
ments. Despite the widespread use of the CAT for
workplace-based assessment, there are few examples of
its use for assessing CS under difficult circumstances.
Unpleasant announcements are an especially challeng-
ing aspect of doctor-patient interaction.16,17 Acquiring
the necessary skills for delivering bad news requires
specific simulation-based training.16 Nonetheless, the
CAT has not been consistently applied in this context.
To date, only one investigation has assessed the per-
formance residents delivering bad news in a simu-
lated scenario.18
Although the Brazilian Curriculum Guidelines for
Undergraduate Medical Education recognizes CS as a
core competency,19 there is no validated tool to assess
CS from the patient’s perspective in simulated or clin-
ical contexts in this country. Literature suggests that it
is preferable to perform a cross-cultural adaptation of
a validated instrument developed in another language
than to create a new one, as it is relatively quicker
and the results are comparable to other studies.20
To face this challenge, the CAT was chosen based
on its validation for use in measuring patient percep-
tions of CS performance of physicians-in-training.10
Additionally, the CAT is written at a fourth-grade
reading level and is therefore user-friendly for non-
native English speakers.
There were two key objectives in this study. The
first was to translate and adapt the 14-item version of
the CAT to the Brazilian context. The second was to
collect validity evidence to use it as a formative assess-
ment of OB-GYN residents delivering bad news in
simulated environments. Four sources of validity evi-
dence were investigated: (1) evidence regarding test
content provided by experts’ judgment regarding the
relationship between instrument items and the CS
construct; (2) evidence regarding internal structure by
calculating the Cronbach’s alpha coefficient, an index
of internal-consistency reliability; (3) evidence regard-
ing response process by interviewing simulated
patients after the use of the adapted scale to assess
residents’ performance; (4) evidence regarding conse-
quences after discussing the results and the repercus-
sions of this study.
Method
Translation and cross-cultural adaptation
of the CAT
A variety of protocols are used to perform cross-cultural
adaptation of instruments, each with advantages and
drawbacks. In the present study, we adopted a
multistep protocol based on previous studies and well-
established guidelines for the cross-cultural adaptation
of instruments20–22 (see Figure 1). Prior to implement-
ing the protocol, we obtained the developer’s permis-
sion to use the instrument. Then, our research
proposal was presented to the Institutional Human
Ethical Committee at the University of Campinas
(CAAE 56935716.5.0000.5404).
This research was conducted between 2016 and
2018. The protocol involved the following steps: (1)
translation of the original instrument to the target
language; (2) linguistic review and synthesis of the
translations to produce the first version of the instru-
ment; (3) back-translation; (4) analyses of the linguis-
tic equivalence and test content by expert committee;
(5) review of the analysis of experts’ report by the
researchers to produce the second version of instru-
ment; (6) application of the adapted version; (7) cog-
nitive interview with the simulated patient; and (8)
production of the final version of the adapted instru-
ment. A detailed description of this multistep proto-
col follows.
First, two-independent official translators who were
fluent in English and were native Portuguese speakers
translated two versions (T1 and T2) of the CAT.
Next, a research group comprising four medical edu-
cation experts and one CS expert met virtually and
face-to-face to compare these two translations and
develop a synthesized Brazilian-Portuguese version
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(T12). Inappropriate words and expressions were
modified by consensus, and the entire process was
carefully documented. The synthesis version was back
translated by two-independent professionals who were
fluent in Portuguese and were native English speakers
(BT1 and BT2). None of the translators had access to
the original instrument.
Throughout this process, 10 external and independ-
ent experts were invited to form a committee, and
written informed consent was provided by all experts.
They were selected based on their experience in teach-
ing CS in various schools and regions in Brazil (see
Table 1). The Communication Skill Experts (CSEs)
assessed the equivalence between the synthesized ver-
sion and the original instrument in four different
areas: semantic, idiomatic, experiential, and concep-
tual.20 A rating scale was used as follows: 1 (nonequi-
valent), 0 (indecisive), and þ1 (equivalent). Each item
was considered equivalent as long as 7 out of 10 CSEs
regarded it as so.23
In this step, CSEs could propose modifications and
new translations that better suited the CAT Brazilian-
Portuguese version. They received guidance on the
objective of the research, the concepts regarding cross-
cultural adaptation, the description of the instrument,
as well as the versions (the original CAT, T12, BT1,
and BT2). They also received a compendium and a
rationale written by the research group that created the
synthesized version. This report provided detailed infor-
mation such as the lexical meaning and word adequacy
in the original and target language. The CSEs were pro-
vided assistance if doubts arose during the process.
Table 1. Demographic characteristics of Communication Skill
Experts Committee.
Feature N % Mean (years)
Sex
Female 6 60
Male 4 40
Degree
Doctorate 6 60
Master 4 40
Teaching in Medical Education 25
4–20 years 3 30
21–36 years 7 70
Teaching Communication Skills 14
2–20 years 7 70
21–36 years 2 20
Experience in Scale Adaptation
Yes 4 40
Brazilian Region
Northeast 1 10
South 2 20
Southeast 7 70
Figure 1. Step sequence for the translation and cross-cultural adaptation process of the Brazilian-Portuguese Communication
Assessment Tool.
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The research group assessed the complete written
documents provided by the CSEs and made critical
decisions concerning the Brazilian-Portuguese version
of the CAT. Each item was mapped by the research-
ers; regular meetings occurred to discuss the data and
reach a consensus regarding the best adaptation.
Evidence of content validity
A quantitative approach was used to examine content
validity: the Content Validity Index (CVI).24,25 The
CSEs rated each CAT item on their construct
relevance. The following rating scale was used as
recommended by Polit et al.24 1¼not relevant;
2¼ somewhat relevant; 3¼ quite relevant; 4¼ highly
relevant. Then, for each item, an Item-level Content
Validity Index (I-CVI) was computed by dividing the
number of experts who had rated the item a 3 or 4
(relevant) by the total number of experts. Specifically,
the I-CVI expresses the proportion of agreement on
the relevance of each item among the CSEs. The CSEs
also evaluated the CAT items for clarity using yes/no
questions. Each item was considered clear if 7 out of
10 CSEs regarded it as so.23
Instrument application
Setting and population study
The Center for Women’s Health, which manages the
OB-GYN Residency Program, consists of a public,
quaternary, and tertiary University Hospital and an
outpatient clinic at the University of Campinas. The
3-year OB-GYN Residency Program offers 11 resident
positions per year. The Obstetric Emergencies Course
is mandatory for residents in the first-year of their
training and optional for their second and third years.
It consists of an annual, one-day workshop, where
simulation techniques are used to teach residents to
deal with the typical clinical conditions of obstetric
emergencies. This CS training was part of a pilot pro-
ject in which residents volunteered to participate in
doctoral research carried out between 2014 and
2017.26 The training consisted of delivering bad news
using SPIKES, a protocol for disclosing unfavorable
information.27 Until 2019, CS training had not been
part of the OB-GYN residency curriculum in Brazil.26
For this study, the syllabus of this course included
breaking bad news during antenatal care for the
first time.
A total of 33, first-year through third-year residents
were eligible to participate in the training. Out of
these, 28 residents were present in the workshop. All
28 residents who attended the course were invited and
informed about the study and the formative feedback
they would receive. All of them agreed and provided
written informed consent. After that, they answered a
questionnaire regarding their sex, postgraduate year,
and previous CS training. They were assured that their
CS assessment would not be considered in progress
decision making. Therefore, no weight was given to
this OSCE for performance evaluation purposes.
Designing the communication scenarios
The scenarios used for this study were designed with
the curriculum of the OB-GYN Brazilian Residency
Program in mind,28 as well as the Protocols of the
Brazilian Ministry of Health concerning obstetric care
to prevent maternal complications.29 Both OSCE sta-
tions were designed by the researchers and professors
in charge of the Obstetric Emergency Course.
The task at Station 1 was to inform a female
patient of a serologic diagnosis of syphilis during her
first prenatal visit in an outpatient clinic. The task of
Station 2 consisted of informing a pregnant woman in
the maternity hospital of an unexpected diagnosis of
preeclampsia with high risk of fetal loss. The objective
of the residents in both situations was to communi-
cate the diagnosis to the patient and to discuss the
care plan and the next steps. Because the purpose of
this research was to adapt CAT to be used in the
Brazilian context, an OSCE with two different stations
was considered sufficient.20
Standardized patients’ selection, training,
and interviews
Four simulated patients (SPs) were recruited from a
group of well-trained SPs from the Medical School at
the University of Campinas. They were recruited
based on their previous experience in acting as SPs in
undergraduate and residency assessment tests. They
received a 3-hour training workshop on using the
CAT and performing their role. First, they read the
items, and their understanding was verified. Then,
they received guidance on completing the CAT. After
that, the researchers and the SPs discussed what to
expect regarding resident behavior, as well as the role
of the SP in the scenario.
After the OSCE, the SPs were individually inter-
viewed by one of the researchers. The interviewer
used two cognitive interviewing approaches: verbal
probing and think-aloud techniques. Each interview
took between 15 and 20minutes. The interview aimed
to clarify any doubt regarding the content of the
tool,20 the usability in a simulated scenario,22 and the
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SP response process.30 Unlike the other participants,
the SPs received payment for this activity. They also
provided written, informed consent.
Scoring process
The SPs rated residents’ CS using the Brazilian-
Portuguese CAT immediately after their performance.
Each item was scored on a five-point scale (1¼“poor,”
2¼“fair,” 3¼“good,” 4¼“very good,” and 5¼
“excellent”). The overall score was obtained in two
ways: the percentage of items rated as “Excellent” and
the sum of the item ratings (ranging from 14 to 70).
The developers suggested that scoring based on the
proportion of items rated “Excellent” by patients was
more useful than summarizing scores via means,
which are highly biased.10 However, in other studies
involving residents, both score processes were
reported.12,13,15,18 In this study, data were analyzed
using both methods.
Running the OSCE
All 28 residents participated in two, 10-minute OSCE
stations focused on CS under difficult circumstances.
At the end of each station, SPs completed the CAT
for one minute. The OSCE ran in seven rotations
with two simultaneous circuits comprising the same
two stations. At the end of the OSCE, residents and
SPs debriefed together for 40minutes, discussing the
CAT Brazilian-Portuguese items and SP perceptions.
The debriefing was facilitated by two researchers.
Data analysis
Data analysis involved diverse procedures according
to the multistep protocol used in this research as fol-
lows: (1) estimation of the linguistic equivalence and
clarity during the translation and cross-cultural adap-
tation; (2) estimation of the content validity indices;
(3) estimation of the reliability index; (4) analysis of
residents’ performance data; and (5) analysis of the SP
cognitive interviews.
Linguistic equivalence and clarity
Linguistic equivalence for each item was obtained by
calculating the proportion of CSEs who rated it as
“Equivalent.” An item was considered equivalent as
long as 7 out of 10 CSEs regarded it as so.23 Item
clarity was obtained by the proportion of CSE’s agree-
ment with a yes/no statement that the item was clear.
Each item was considered clear as long as 7 out of 10
CSE regarded it as so.23
Content validity index
The Content validity index (CVI) was applied for
each item (I-CVI) and for the entire scale (S-CVI).24
The I-CVI was obtained as the proportion of CSEs
who rated the item as relevant (a 3 or 4 on the rele-
vance rating scale), divided by the total number of
CSEs.24 The S-CVI was obtained by computing the I-
CVI for each item on the scale, and then calculating
the average I-CVI across items.24 The CVI ranges
from 0 to 1. Because there were 10 CSEs, the
Brazilian-Portuguese CAT was considered as having
excellent content validity if items showed an I-CVI of
.78 or greater, and a S-CVI of .90 or greater.24,31
Reliability index
Internal consistency was estimated using Cronbach’s
alpha coefficients. A value 0.7 was considered good
reliability.32
Residents’ performance data
Residents’ performance scores were obtained in two
ways: the percentage of items rated as “Excellent” and
the sum of the item ratings. The resident score was
stratified based on gender, previous CS training, and
postgraduate year. Nonparametric analysis was per-
formed using Mann-Whitney test for gender and pre-
vious CS training, and Kruskal-Wallis test for
postgraduate year. For overall CAT ratings, we also
examined the mean score and percentage of
“Excellent” scores for each item. Statistical significance
was defined as a p value less than .05. Statistical ana-
lysis was performed using GraphPad Prism 8.
Cognitive interviews with SPs
SP interviews were audio-recorded following the inter-
viewees’ consent. Data were analyzed using a con-
firmatory thematic analysis approach.33 The interviews
were coded by a single researcher to reveal issues con-
cerning (a) understanding items, (b) the scale context,
and (c) retrieving and integrating the information
used to score the resident’s performance.34 Afterward,
the research group reviewed and discussed the codes
to mitigate any potential bias.
Results
Linguistic equivalence and clarity
Ten CSEs rated the translation and cross-cultural
adaptation of each of the 14 Brazilian-Portuguese
CAT items using a three-point rating scale. Nine
items were considered “Equivalent” by at least 70% of
the CSEs; four items (2, 6, 9, and 10) were considered
312 S. R. ROCHA ET AL.
“equivalent” by 100% of the CSEs. Only item 3
(Showed interest in my ideas about my health)
obtained lower agreement (60%) regarding cultural
equivalence due to the meaning of the word “ideas” in
the Brazilian context. This item was rewritten accord-
ing to the CSEs’ suggestions, and the word “idea” was
replaced with “opinions.” All items were considered
clearly written by 100% of CSE. No further adaptation
was necessary.
Content validity indices
All 14 items were considered associated with the con-
struct, and “relevant” by 100% of the CSEs. The I-CVI
ranged from .90 to 1; the S-CVI was .99. Based on
this data, all items were maintained in the Brazilian-
Portuguese CAT version. This version was used to
assess the OB-GYN residents in a simulated
environment.
Reliability
The reliability of the 14-item CAT was .95. The
Cronbach’s alpha coefficient was also calculated separ-
ately at each station to confirm this high value. Data
analysis revealed that coefficients were .93 and .95 for
Station 1 and 2, respectively. These results are in
accordance with those observed in previous research
findings.10,15,35
Residents’ performance data
The Brazilian-Portuguese CAT was completed by 4
SPs for 28 OB-GYN residents (11 PGY-1, 9 PGY-2,
and 8 PGY-3; 78.5% female) during two OSCE sta-
tions. Two CAT forms were completed per resident
by two SPs. A total of 71.4% of participants self-
reported previous CS training during undergraduate
studies (8/28), OB-GYN residency (9/28), or both
(3/28). Most of the residents (92.8%) had already
participated in at least one OSCE assessment of
clinical skills.
Residents’ scores in the CAT, averaged across scen-
arios, ranged from 18 to 56 (M¼ 36.1, Mdn¼ 36.3,
SD¼ 8.1). The average proportion of “Excellent” scores
ranged from 0% to 32%; only 29% (8/28) of the resi-
dents received at least one item rated as “Excellent.”
Among those, the proportion of “Excellent” ratings
ranged from 4% to 32% of the items. This performance
was much lower than expected.
No significant effect of trainee gender was found
(female: Mdn¼ 36; male: Mdn¼ 39.25), U¼ 54,
p¼.520, r¼0.24. Contrary to expectations, further
analyses revealed no significant effect of previous CS
training (for trained and not trained, respectively
Mdn¼ 36.5 and Mdn¼ 35.0), U¼ 59, p¼ .297, r¼ .24.
No significant effect of postgraduate year was found
(PGY1: Mdn¼ 34.5; PGY2: Mdn¼ 36.5; PGY3:
Mdn¼ 38), H (2, 27)¼ .95, p¼.623.
Table 2 presents the mean scores, median, and the
percentage of “Excellent” ratings for CAT items. The
data reveals that the highest scored items were “Treated
me with respect” (M¼ 2.96, Mdn¼ 3, SD¼ 0.92), “Paid
attention to me (looked at me, listened carefully)”
(M¼ 2.96, Mdn¼ 3, SD¼ 1.06), and “Greeted me in a
way that made me feel comfortable” (M¼ 2.89,
Mdn¼ 3, SD¼ 1.15). The lowest scored items were
“Involved me in decisions as much as I wanted”
(M¼ 2.05, Mdn¼ 2, SD¼ 0.87) and “Encouraged me to
ask questions” (M¼ 2.14, Mdn¼ 3, SD¼ 1.05).
Cognitive interviews with SPs
SPs comprised four females with Bachelor of Arts
degrees. All of them had previous experience (6.7 years
in average) in acting as a patient in undergraduate and
Table 2. Communication Assessment Tool Scores.
CAT item Mean (SD) Median Range
% of items rated
as “Excellent”
1. Greeted me in a way that made me feel comfortable 2.89 (1.15) 3 1–5 8.9
2. Treated me with respect 2.96 (0.92) 3 1–5 5.5
3. Showed interest in my ideas about my health 2.45 (1.04) 2 1–5 1.8
4. Understood my main health concerns 2.32 (0.99) 2 1–5 1.8
5. Paid attention to me (looked at me, listened carefully) 2.96 (1.06) 3 1–5 7.1
6. Let me talk without interruptions 2.79 (0.99) 3 1–5 1.8
7. Gave me as much information as I wanted 2.68 (0.96) 3 1–5 3.6
8. Talked in terms I could understand 2.68 (1.10) 3 1–5 5.4
9. Checked to be sure I understood everything 2.50 (1.06) 2 1–5 1.8
10. Encouraged me to ask questions 2.14 (1.05) 2 1–4 0
11. Involved me in decisions as much as I wanted 2.05 (0.87) 2 1–4 0
12. Discussed next steps, including any follow-up plans 2.71 (0.97) 3 1–5 7.1
13. Showed care and concern 2.61 (1.00) 2 1–5 7.1
14. Spent the right amount of time with me 2.58 (1.06) 2 1–5 3.8
Average score 36.1 (8.1) 36.3 18–56 4
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residency assessment tests. They had already received
feedback/debriefing training in interactions where bad
news was delivered (SPIKES). They were also familiar
with research projects in CS in medical education.
Following the application of the Brazilian-
Portuguese CAT, three SPs were individually inter-
viewed. First, they read each item aloud and their
understanding of the item was verified. They consid-
ered it easy to understand and fill out. After that,
none expressed any doubt regarding the items’ con-
tent and the instrument’s form. Considering the
CAT’s usability in a simulated environment, a com-
mon view among the interviewees was that the CAT
was user friendly.
I found the scale very detailed and helpful. It is
logical and, then, we pay more attention to the
details, when you know what to observe. (SP3)
However, when asked about the length of time to
complete the instrument, one SP argued that it would
have been more “comfortable” if she had had more
time to assess the resident’s performance.
SPs agreed that the behaviors described by Items 11
(“Involved me in decisions as much as I wanted”) and
12 (“Discussed next steps, including follow-up plans”)
were considered the most difficult ones to assess. There
was a sense among the SPs that these items were
broader and more subjective than the others.
Items 11 and 12 raised some doubts. Because, many
times, the next steps were related to decisions she was
taking… . Many times, she [the resident] didn’t discuss
with me. She only let me know the decisions. (SP1)
It was very difficult for me to know if she had been
successful or not [referring to Items 11 and 12]
because I didn’t know what she should discuss,
exactly. This is a little difficult to assess because
sometimes she shared a possibility with me.
Sometimes she asked questions. Sometimes she made
a recommendation. Sometimes she was more
assertive. Then, I didn’t know to what extent she was
discussing (the next steps) with me or just letting me
know about the situation. (SP2)
Some SP comments regarding their reasoning for
rating the residents’ performance could be linked with
their training in completing the CAT. They reported
using a pattern to assess the resident’s performance.
Some of them expressed their concerns regarding fair-
ness during the assessment.
I thought about how not to be unfair but followed a
pattern [referring to the training]. There are many
ways for a professional to show these behaviors. (SP3)
As the SPs rated the residents at the end of the sta-
tion, some reported using their memories of what had
happened during the interaction in the rating process.
One SP reported having an overall perception at the
end of the appointment based on her feelings; this
perception guided the assessment of each item.
Somehow, all of them used their emotions and feel-
ings to assess residents’ performance. They justified
this based on the idea that the behaviors in the scale
were more than a simple task.
It [the resident’s assessment] was based on the way I
felt. The way this patient would feel. Then, I thought
about the relationship itself and not about the tasks she
performed. Because, sometimes, although the person
greeted me, she didn’t make me feel comfortable. It was
indeed subtler… my perception. (SP1)
I (rated) based on the memory of what had just
happened and the sensation regarding the
appointment as she left the room. As an actress, this
is really intense. By the time the appointment was
over, the general sensation also impacted the
assessment of the individual questions… (SP2)
No adaptation was required after the SP interviews.
The final version of the Brazilian-Portuguese CAT is
presented in the appendix.
Discussion
The use of validated instruments and the inclusion of
simulated patients’ perceptions are recommended as
good practice to assess doctor–patient communica-
tion.36,37 With this in mind, we chose to translate and
adapt the CAT to assess CS under difficult circum-
stances in simulated environments. According to our
results, the CAT was an appropriate choice for the
formative assessment of Brazilian medical residents in
this scenario.
The process of cross-cultural adaptation was con-
ducted according to the standards recommended by
international literature.20–22 In addition to linguistic
equivalence and clarity, content validity, reliability,
and utility/feasibility in a simulated environment also
were verified. All items in the original instrument
were maintained in the Brazilian-Portuguese CAT ver-
sion, considering the high degree of endorsement by
the CSEs.23,31 Only one item was adapted to the
Brazilian context, in accordance with CSEs’ reports.
There is no consensus on the ideal strategy for the
transcultural adaptation of instruments. Methodological
choice has been claimed a matter of preference and
logistics.22,38 Most protocols recommend checking the
content validity while verifying cross-cultural adapta-
tion. Nevertheless, they rarely define the steps to
achieve this objective.38 Our protocol sheds some light
on this matter, since the cross-cultural equivalence,
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clarity, and item relevance were verified by 10 CSEs.
For this reason, the CSEs were selected carefully; all
were experienced teachers from different Brazilian
regions. This ensured that the Brazilian-Portuguese CAT
version contained only adequate and relevant items.23
Use of the CAT for workplace-based assessment
has been validated.10,12,13,15,39 However, there is little
experience concerning its use in a simulated environ-
ment assessing CS under difficult circumstances.
Based on the SPs’ perspective, the Brazilian-
Portuguese CAT is a user-friendly tool for OSCEs.
The reliability of the CAT was high in both stations
for this group of OB-GYN residents (Cronbach’s
alpha coefficient¼.93 and .95). These results mirror
previous studies using CAT in real10,35,39 and simu-
lated environments.18 Owing to the small sample, an
alternative measurement of reliability was not sup-
posed to be performed. The Cronbach’s alpha coeffi-
cient was reported here to support the assumption
that the 14-item CAT version is reliable for this spe-
cific group of residents in the Brazilian context and to
draw a comparison with other studies.32
One interesting finding involved the highest and
lowest rated items. The two highest rated items were
“Treated me with respect” (M¼ 2.96) and “Paid atten-
tion to me (looked at me, listened carefully)”
(M¼ 2.96). These are the same items reported by
Makoul et al.,10 Myerholtz et al.,12,13 and Stausmire
et al.15 The two lowest rated items were “Involved me
in decisions as much as I wanted” (M¼ 2.05) and
“Encouraged me to ask questions” (M¼ 2.14). These
results are consistent with those reported by Makoul
et al.,10 Myerholtz et al.,12,13 Stausmire et al.,15
Trickey et al.,18 and Ferranti et al.39 Our data indi-
cates that regardless of the cultural background or the
type of CS training received, the same CAT items
repeatedly appear in the highest and the lowest scores.
These results reveal areas for improvement during res-
idents’ training. It involves training the residents to
give patients voice to ask questions and to be involved
in decisions regarding their own lives, which
embodies the principles of patient-centered care.40
Contrary to expectations, the performance of the
residents was very low. The average proportion of
“Excellent” scores was 4%, while previous studies
reported an average proportion of “Excellent” scores
at 70%.10,12,15,39 Although these results differ from
some published studies in daily clinical practice, they
corroborate those of Trickey et al.18 In that study,
general surgery residents were assessed while deliver-
ing bad news in a simulated enviroment.18 The aver-
age proportion of “Excellent” ratings was 5%. In
addition, performance data showed no impact of pre-
vious CS training or postgraduate year.
A possible explanation for these results may be the
lack of adequate CS training during the OB-GYN
Residency Program. In our sample, almost 30% (8/28)
of the residents self-reported that they had never
attended formal CS training. Several authors have dis-
cussed the challenges and strategies for supporting med-
ical students in becoming effective communicators.40–42
There is a consensus that the best way to promote
acquisition of relevant CS is to establish an effective
training program and a coherent assessment approach
in undergraduate and postgraduate teaching.1,7,41,43
Another plausible explanation for lower scores is
that the task was performed in an OB-GYN setting.
In this specialty, the communication of difficult news
is particularly challenging due to the high expectations
involved in having a child.44,45 Setubal et al. highlight
the need for training in delivering bad news during
the OB-GYN Residency in Brazil.26 Our results cor-
roborate these findings since only 43% (12/28) of the
residents self-reported having attended a SPIKES
training during their residency program. It is import-
ant to note that, as recent as 2019, the Brazilian
Competency Framework for OB-GYN Residency pre-
sented CS as an essential competency, especially in
delivering bad news.46 Before that, no specific recom-
mendation on CS training in an OB-GYN residency
program existed.26
Another explanation for the lower ratings involves
the training of the SPs, as reported by Trickey et al.18
In our study, according to the interviews with the SPs,
the behaviors described by the items “Involved me in
decisions as much as I wanted” and “Discussed next
steps, including follow-up plans” were considered the
most difficult ones to assess because these items are
broader and more subjective. Somehow, all of the SPs
addressed their emotions and feelings to assess the resi-
dents’ performance. They justified this by noting that
the behaviors assessed by the scale were more than
simple tasks. That said, study has revealed that CS
assessment by SPs can be highly correlated with the
assessment of medical students in real environments.37
Because communication is culturally mediated and
involves a combination of values, knowledge, and
behavioral skills, some issues could potentially be
addressed. According to Morrow et al., Hofstede’s
framework and cultural dimensions may be helpful in
understanding cultural norms and values in the doc-
tor-patient relationship and communication.42 The
power distance dimension (related to the extent to
which power is distributed in the society) may impact
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the type and extent of communication doctors have with
patients and, consequently, how patients perceive the
communication.42 With this in mind, we propose further
investigation into the role of a trained SP and consider
her perceptions and reasoning to assess the physicians’
performance considering the Hofstede’s framework.
The present study has several limitations. First, it is
the initial evaluation of validity evidence for a
Brazilian-Portuguese version of the CAT. Independent
replication of these results on a larger scale is required
in other institutions and contexts. Second, we used a
small sample and only two OSCE stations due to
restrictions on time and financial resources. For the
same reason, we designed the educational intervention
with only one SP at each station. Therefore, further
evidence found by comparing inter-rater agreement
was not provided. Third, we did not have another
validated scale for CS assessment in Brazilian medical
education at the time of this research. Consequently,
we could not design a convergent study. Finally, the
researcher responsible for interviewing the SPs and
coding these data was also involved in the SPs train-
ing. To address this potential for bias, the research
group reviewed and discussed the codes.
The process of validation aimed to collect relevant
evidence to provide a scientific basis to support the
decision on resident’s performance. This process
should contain multiple sources of evidence that allow
some inferences on the validity argument.47 The pre-
sent study built additional validity evidence for the
use of the CAT in a simulated environment to assess
residents’ CS based on several sources. First, the CSEs
evaluated the item relevance and the high experts’
agreement provided validity evidence based on test
content. Second, calculating the Cronbach’s alpha
coefficient showed high reliability for this sample of
residents. Third, the SPs’ cognitive interviews offered
validity evidence based on their response processes
when assessing the residents’ performance. Finally,
following our findings, the OB-GYN Department
organized an annual formative assessment for resi-
dents to improve their skills in dealing with doctor-
patient relationship.
Taken together, these results suggest that the
Brazilian-Portuguese CAT is a valid and reliable
option to assess medical residents’ CS in Brazil. The
CAT proved to be a simple and feasible instrument
when used in a simulated environment by trained
SPs. A natural progression of this work is to investi-
gate the use of the CAT on larger samples and in dif-
ferent scenarios. The findings of this research
highlighted the need for efforts to ensure that all
Brazilian postgraduate teaching offers CS training and
provides opportunities to practice these skills under
controlled and safe conditions.
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